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Preface 

 The project presented in this thesis has its origin in a wish and a need for designing a 

clinically relevant way to evaluate the outcome of psychotherapy in ordinary psychiatric 

clinics and settings in Norway.  These thoughts were lively discussed at the Outpatient Clinic 

at Modum Bad Psychiatric Center, an ordinary public outpatient clinic where adult patients 

with a broad spectrum of psychiatric conditions are seeking treatment. We often asked 

ourselves the essential question: Does the therapy we provide to patients really help?  

 As therapists, it was crucial for us that if we should implement a tool or assessment 

procedure to monitor change in therapy, to be shared with patients and therapists, it had to be 

easy to use in a clinical meaningful, pedagogical, and time effective way.  The information 

collected should be comprehensive enough, but as short as possible (necessary and sufficient), 

in addition to being reliable and valid. 

 One of our therapists had used a patient feedback instrument, the paper/pencil version 

the Outcome Questionnaire -45 (OQ®-45), in treatment processes for some years. This 

questionnaire, comprising 45 items regarding the patient`s experience of distress, including 

symptom distress, interpersonal functioning, and social role functioning, is an essential part of 

the Outcome Questionnaire System (OQ®-Analyst).  

 The patient fills in the questionnaire prior to each session, and the OQ®-Analyst 

delivers a report containing the OQ- scores for that session as well as a graph of the progress in 

therapy up to that point in time. In addition, it yields self- report of three risk areas (suicidality, 

drug abuse and acting out), various warnings about whether expected progress had been 

achieved or not, and a computer generated verbal report.   This information is provided to the 

therapist and can be shared with the patient as well.  The OQ®-Analyst is one of many patient 

feedback systems which involve routine outcome monitoring and the provision of feedback to 

therapists and/or patients with the goal of measuring outcome to improving the quality of 
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mental health care (Howard, Moras, Brill, Martinovich, & Lutz, 1996; Miller, Duncan, 

Sorrell, & Brown, 2005; Duncan, 2012; Kraus, Seligman, & Jordan, 2005;  Pinsof et al., 

2009; Barkham, Gilbert, Connell, Marshall, & Twigg, 2005; Barkham et al., 2001; Evans et 

al., 2002, 2000; Lutz et.al., 2005; Coombs, Burgess, & Pirkis, 2006; Wing et al., 1998). 

 It became clear to us that the OQ®-Analyst system was suitable for our outpatient 

setting for evaluating outcome as well as for improving the quality of psychotherapy and 

decreasing the number of failing cases. As our goal was to assess the quality of care and 

improve it, we decided to implement the online version of this patient feedback system. 

 To implement this system in Norway, we needed to translate it into Norwegian and 

investigate the psychometric properties of the Norwegian version. Second, in order to 

investigate the effect of using this patient feedback system in ongoing psychotherapies in 

Norwegian inpatient and outpatient psychiatric clinics treating patients with moderate to severe 

dysfunction, we designed a randomized clinical trial to test the effects of feedback to 

therapists versus treatment as usual (TAU i.e., no feedback).  To obtain large enough samples 

with a great variety of conditions and settings, we conducted a multicenter study including six 

psychiatric clinics. Third, if OQ®-Analyst should prove to be effective, we were curious to 

find out more about how it worked. 
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Summary 

 This thesis deals with the aspects of monitoring psychotherapy in ordinary psychiatric 

settings in Norway with the goal of improving the quality of mental health services. The 

research resulted in three published papers.  The first paper described the psychometric 

properties of the Norwegian version of the OQ®-45.2 with data from clinical and nonclinical 

samples.  The OQ®-45.2 was found to be psychometrically reliable and valid for the purpose 

of monitoring and evaluating patient progress in therapy.   The second paper described the 

results of the clinical trial comparing feedback to therapist and patients about patient progress, 

using the OQ®-Analyst, to TAU (no feedback).  It was found that feedback improved the 

outcome and the quality of mental services.  The third paper investigated how the system 

worked to improve outcomes by examining various aspects of the OQ®-Analyst. It could not 

be conclusively demonstrated that receipt of a warning signal for cases in the feedback 

condition resulted in better outcomes than in cases unaware of being off track.  It was found 

that the effect of using OQ®-Analyst occurred already in the third session, and that the graphs 

displaying patient progress and the discussion of progress with the patient were experienced 

as the most important aspects of the system.   

 Finding the system to be reliable, valid, and effective both in improving outcome and 

optimizing the psychotherapeutic treatment, it can be recommended for implementation on a 

large scale in the Norwegian psychiatric health care facilities.  
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 List of abbreviations and some definitions 

OQ®-45  The Outcome Questionnaire 45.2.  A 45-item patient self-report  

   instrument designed to assess experience of psychological distress,  

   including symptom distress, interpersonal functioning, and contentment 

   with social role functioning. 

OQ®-Analyst  The OQ-45 Feedback System. Provides the therapist and patient with a 

   report containing the OQ- scores for that session as well as a graph of the 

   progress in therapy up to that point in time. In addition, it yields self- 

   report of three risk areas (suicidality, drug abuse and acting out), various 

   warnings about whether expected progress has been achieved or not, and 

   a computer generated verbal report.    

OQ-Total Score The sum of all 45 items gives a Total Distress score ranging from zero 

   to 180, with higher scores being indicative of greater levels of  

   psychological distress. 

CST    Clinical Support Tools. Provide clinicians with actionable feedback 

   when clients are not making expected feedback (NOT).  It helps to 

   identify important factors which can influence the outcome of  

   psychotherapy, ie therapeutic alliance, motivation for change, social 

   support, and critical life events. CST was not used in the present 

   study. 

TAU   Treatment as usual 

FB   Feedback 

NFB   No-feedback 

NOT   Not-on-track, the patient is not making expected progress. 

OT   On-track, the patient is making expected progress. 
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RCI   Reliable Change Index. If the change score exceeds the   

   Reliable Change Index (which is calculated based on the reliability of 

   the measure), then the patient can be said to be "significantly  

   improved", meaning that the observed change would be expected by 

   chance alone at a probability of less than 5%. This means that the  

   change is unlikely to be due to simple measurement unreliability. 

Clinical cut-off The Clinical Cutoff Score refers to a score that is presumed to represent 

   the boundary between "normal" and the "clinical range" on an outcome 

   measure. 

SCL-90-R  The Symptom Checklist 90-Revised 

IIP-64-C  The Inventory of Interpersonal Problems  

SAS   The Social Adjustment Rating Scale 

COMPASS   the COMPASS integra Outpatient tracking System 

 PCOMS  the Partners for Change Outcome Management System  

TOP   the Treatment Outcome Package  

STIC   the Systemic Therapy Inventory of Change  

Core-OM  the Clinical Outcomes in Routine Evaluation – Outcome Measure 

 HoNOS  the Health of the Nation Outcome Scales  
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1.0 Introduction 

1.1 Background 

 There is an established knowledge within the field that psychotherapy in general is 

effective (Lambert, 2013; Lambert & Ogles, 2004; Fonagy, Roth, & Higgitt, 2005).  

Individuals with psychiatric problems or symptoms benefit from therapy compared to those 

who do not receive therapy.  A meta-analysis of research outcome studies has shown that about 

75% of patients improve (Hansen, Lambert, & Forman, 2002; Wampold & Imel, 2015). 

However, in routine outpatient psychotherapy practice less than 50% of the cases improve and 

about 5-10% actually get worse, being treatment failures or non-responders (Hansen & 

Lambert, 2003; Hansen, Lambert & Foreman, 2002; Lambert & Ogles, 2004; Mohr, 1995).  

There is definitely a need to improve the quality of services. This knowledge urged us to ask: 

Could the use of OQ®-Analyst increase the number of patients benefitting from 

psychotherapy, and perhaps decrease the number of patients deteriorating?  

 The current efforts to improve the quality of services involve the dissemination of 

evidence-based treatments into practice settings (e.g., Shafran et al., 2009).  Another method to 

improve the quality of services, involves what has been called practice-based evidence 

(Barkham, Hardy, & Mellor-Clark, 2010; Lambert, 2010; Miller, Duncan, & Hubble, 2005).  

Practice-based evidence involves utilizing evidence from practice to improve the quality of 

service.  One way in which practice-based evidence is used, is to provide feedback from 

patients about their progress to therapists. The feedback can be shared with the actual patient.  

1.2 Feedback systems 

 Feedback from patients about their progress has been established as a viable means to 

improve the quality of psychotherapy services (Berking, Orth, & Lutz 2006; Harmon et al., 

2006; Hawkins, Lambert, Vermeersch, Slade, & Tuttle, 2004; Lambert et al., 2002; Whipple 

et al., 2003).  The rationale for these systems has been that the patients’ perspective on their 
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therapy is of crucial importance, and that this information is important for the therapist to 

know.  There are several essential features of feedback models.  First, patient’s distress is 

measured over the course of therapy, typically every session.  Second, the patient’s progress is 

compared with normative trajectories of change, which typically are adjusted for initial levels 

of mental distress. Third, the information about patient progress in comparison to normative 

trajectories is available to the therapist (and the patient) to guide how the therapy is 

conducted.  

 Several feedback systems have been developed, including  COMPASS (Howard, 

Moras, Brill, Martinovich, & Lutz, 1996), the Outcome Questionnaire Analyst system (OQ®-

Analyst) (Lambert et al., 2004; Lambert, Kahler, Harmon, & Burlingame, 2011),  the Partners 

for Change Outcome Management System (PCOMS) (Miller, Duncan, Sorrell, & Brown, 

2005; Duncan, 2012), the Treatment Outcome Package (TOP) (Kraus, Seligman, & Jordan, 

2005), and the Systemic Therapy Inventory of Change (STIC)( Pinsof et al., 2009) in the 

United States; the Clinical Outcomes in Routine Evaluation – Outcome Measure (Core-OM) 

(Barkham, Gilbert, Connell, Marshall, & Twigg, 2005; Barkham et al., 2001; Evans et al., 

2002, 2000; Lutz et.al., 2005) in the United Kingdom; and the Health of the Nation Outcome 

Scales (HoNOS) in the United Kingdom, Australia and New Zealand (Coombs, Burgess, & 

Pirkis, 2006; Wing et al., 1998). 

1.2.1 The OQ®-Analyst System 

 The OQ®-Analyst uses the Outcome Questionnaire-45 (OQ®-45) to measure the 

patient`s distress level for quantifying and evaluating patient progress. Lambert and 

Burlingame introduced the OQ®-45 in 1996 (Lambert, Burlingame et al., 1996).  The OQ®-

45 is a 45-item patient self-report instrument designed to assess the patient’s experience of 

psychological distress (i.e., symptoms), interpersonal functioning, and contentment with 

social role functioning (Lambert et al., 1996).  The ®-45 is typically given prior to the first 
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and each subsequent therapy session, in either a paper/pencil or an electronic format, and 

takes 5-10 minutes to complete.  The sum of all items gives a Total Distress score (OQ-Total 

Score), ranging from zero to 180, with higher scores being indicative of greater levels of 

psychological distress.  

 The psychometric properties of the OQ®-45 have been studied extensively in the 

United States (Beretvas, Kearney, & Barón, 2003; Bludworth, Tracey, & Glidden-Tracey, 

2010; Chapman, 2003; Kim, Beretvas, & Sherry, 2010; Lambert et al., 1996; Lambert et al., 

2011; Mueller, Lambert, & Burlingame, 1998).  Due to promising results in the US, the 

OQ®-45 has also been widely used around the world.  Mental health systems as well as 

cultural values related to mental health vary from one country and context to another (Bhugra 

& Bhui, 2007), and , therefore, it should not be assumed that properties of the instrument are 

invariant across cultures.  However, variations do not necessarily invalidate the instrument; 

indeed, such variations might as well inform us about differences in mental health services 

and cultural contexts.   

 To date, the OQ®-45 has been translated into more than 20 languages and 

psychometric analyses have been conducted in Germany (Lambert, Hannöver, Nisslmüller, 

Richard, & Kordy, 2002), the Netherlands (de Jong et al., 2007), Italy (Chiappelli, Coco, 

Gullo, Bensi, & Prestano, 2008; Lo Coco et al., 2008), Sweden (Wennberg, Philips & de 

Jong, 2010), and China (Qin & Hu, 2008). Several conclusions can be drawn from these 

psychometric studies.  First, the OQ®-45, in the US and in other countries, with translated 

versions, appears to be a reliable (stable and internally consistent) instrument.  Second, the 

validity of the OQ®-45, as evidenced by relatively robust correlations with other instruments, 

appears to be strong across the various countries.  However, the means of the OQ-Total Score 

of non-clinical and clinical samples varies among countries.  As a consequence, the clinical 
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cut off and the Reliable Change Index (RCI) of the OQ®-45 differs as well, as discussed 

below.  

 Finally, confirmatory factor analyses reveal that the three factor solution hypothesized 

by Lambert has not been consistently confirmed, although the fit of the three factors to the 

data could be characterized as “moderately good.” Other solutions, including one to ten 

factors, as well as bi-level solutions (e.g, specific factors nested within one general factor) 

have also been investigated (Beretvas et al., 2003; Bludworth et al., 2010; Chapman, 2003; 

Chiappelli et al., 2008; de Jong et al., 2007; Kim et al., 2010; Mueller, 1998). Therefore, 

evidence points to that the most optimal use of OQ®-45 is to use OQ-Total Scores rather than 

the subscales. 

 The OQ®-Analyst software provides the therapist and patient with a feedback report 

showing the patient`s session by session progress.  The report includes a graph showing the 

curve of the OQ-Total Scores from session to session, superimposed onto curves showing the 

expected progress of a patient with the same initial distress level as the actual patient, as well 

as a signal with a corresponding message. The signal is red or yellow if the patient’s progress 

is poorer than expected, and these cases are designated as signal cases or not-on-track cases. 

A green signal indicates that the patient’s progress is as expected, and a white signal indicates 

that the patient’s distress is below the clinical cut-off, both of which are defined as on-track 

cases. The report also includes the patients` response to five risk items regarding suicidal 

thoughts, drug/alcohol abuse, and acting out. 

Figure1. An example of a Clinician Feedback Report generated by the OQ®-Analyst 

 software for a patient who has completed the OQ®-45.2. 

(From the OQ®-Analyst Documentation Files, https://maine.oqanalyst.com/oqa/files/) 
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This system seemed to meet most of our requirements, in addition, which we considered 

important, it contained items on suicidal risk and drug abuse. The online version is easy to use 

for both patient and therapist, and it produces immediate online reports and signals providing 

information about whether the patient was making expected progress (on-track) or not (not-

on-track). Such information could be used by the therapist to decide whether the therapy 

should be adjusted to achieve better results.   

1.3 Feedback research  

1.3.1  Controlled outcome studies 

 Of the earlier mentioned patient Feedback systems, only the OQ®-Analyst and the 

PCOMS have been investigated with randomized clinical trials to determine their effect on 

outcome.  Meta-analyses of trials that have compared feedback to treatment-as-usual (no 
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feedback) have shown that the OQ®-Analyst and PCOMS feedback systems improve the 

quality of care, primarily by improving outcomes for cases that are at risk for deterioration, 

which are often called “signal cases” or “not-on-track” (Lambert & Shimokawa, 2011a, 2011b; 

Shimokawa, Lambert, & Smart, 2010).  The OQ®-Analyst is the most widely tested system and 

the results have been particularly promising (Lambert & Shimokawa, 2011b; Shimokawa et al., 

2010).  In a comprehensive review of six trials of the OQ-45, Shimokawa et al. (2010) 

concluded, “The current state of evidence appears to support the efficacy and effectiveness of 

feedback interventions in enhancing treatment outcomes” (p. 298).  Although the evidence is 

convincing, there are some caveats that limit the veridicality and generalizability of the results.   

One of the issues is that the research on the OQ-45 trials reviewed by Shimokawa et al., were 

conducted in collaboration with the team who originally developed the system.  Second, with 

one exception (viz., Hawkins, Lambert, Vermeersch, Slade, & Tuttle, 2004), all patients in these 

trials were university college students receiving services at the same university college 

counseling center, a private Mormon (Latter Day Saints; LDS) university (Shimokawa et al., 

2010).   

 However, in the years after the meta-analyses mentioned above, additional trials using 

the OQ®-Analyst have been published.  Five trials, involving patients who were not university 

students, including outpatients as well as speciality care (including substance abuse outpatients, 

eating disorder patients, and psychosomatic inpatients) found that feedback using the OQ®-

Analyst was effective (Crits-Cristoph et al., 2012; De Jong et al., 2014; Probst et al., 2013; 

Simon et al., 2013; Simon, Lambert, Harris, Busath, & Vazquez, 2012).   

1.3.2  Is Feedback effective for all patients?  

 Despite the evidence showing that feedback from the OQ®-Analyst is beneficial, there  

is a need for independent replications of the results, particularly with more severely distressed 

patients.  To our knowledge, only two OQ®-Analyst randomized clinical trials have been 
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conducted outside the United States.  In a large study with more than 400 patients with diverse 

disorders from three outpatient clinics in the Netherlands, de Jong and colleagues (de Jong, van 

Sluis, Nugter, Heiser, & Spinhoven, 2012) found no significant effect of  OQ®-Analyst 

feedback, even for patients who were not-on-track.  However, not-on-track patients whose 

therapists actively used the feedback did achieve better outcomes than patients of the same 

therapists for whom feedback was not used and it appeared that feedback was more effective 

with relatively shorter treatment i.e, less than 35 sessions (de Jong et al., 2014).  A study with 

252 patients in psychosomatic in-patient treatment in Germany concluded that using OQ®-

Analyst feedback improved the outcome for patients at risk for treatment failure (not-on-track) 

(Probst et al., 2013), but not for the on-track-patients. 

 It is theorized that feedback helps to resolve problems for patients who are predicted to 

be treatment failures. Some evidence suggests this is the case as the effect appears to occur 

most robustly for not-on-track cases (d = .53) (Shimokawa et.al 2010).  For patients making 

expected progress (on-track), feedback does not appear to improve outcomes (Lambert, 

Whipple, Smart, Vermeersch, & Nielsen,2001; Lambert et al., 2002; Whipple et al., 2003; 

Harmon et al., 2005; Slade, Lambert, Harmon, Smart, & Bailey, 2008; de Jong et al., 2012; 

Probst et al., 2013; Simon, Lambert, Harris, Busath, & Vazquez, 2012; Crits-Christoph et al., 

2012) 

1.3.3 The role of the warning signal 

 Thus, it would appear that receiving a warning signal might play the most critical role 

in feedback.  Indeed, Probst et al. (2013) found that trajectories of not-on-track patients were 

similar in Feedback (FB) and No Feedback (NFB) conditions until the therapist in the FB 

condition was signaled that the patient was off track.  From that point forward the outcomes 

in patients in the FB condition improved significantly more than those in the NFB condition 
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(i.e., in the condition where the therapist did not receive any feedback, including the warning 

signal).   

 Probst et al.’s (2013) is consistent with the fact that in most of the studies feedback 

proved to be effective for the not-on-track patients only.  If this were true, trajectories prior to 

the occurrence of the first warning signal would not be affected by receiving information 

about patient progress, as was found by Propst et al. (2013).  Furthermore, if receiving the 

warning signal is the critical issue, then off-track patients in the FB condition would have 

better outcomes than in the NFB condition after the point in therapy where the patient went 

off track (i.e., received the first warning signal) (Propst et al., 2013).  This explanation is 

bolstered by the fact that therapists, in the absence of any feedback, tend to be unaware of 

when their patients are off-track (Hannan et al., 2005).  Thus it appears that therapists need to 

be made aware of when their patients go off track through the use of warning signals so that 

they can alter therapy in a more helpful direction for the patient.    

 An alternative explanation for how feedback works to improve outcomes involves the 

integration of the patient progress information into treatment.  On the one hand, therapists 

receiving information about patient progress may pay little attention to the graph and reports 

until a warning signal is provided.  On the, other hand, therapists might discuss the feedback 

report with the patient as part of the therapy procedure, independent of the occurrence of a 

warning signal.  Such a procedure might communicate to the patient that improvement is most 

important and that the therapist is eager to adjust therapy to ensure the best outcome possible.  

In this respect, a discussion about the process and outcome of treatment might have a 

beneficial effect.  Some systems, such as the PCOMS, emphasize integrating the information 

into the process of therapy by discussing the patient’s progress in every session (Duncan et al. 

2012), while the OQ®-Analyst leaves it to the therapist to share the report information with 

the patient or not. 
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 It is also important to consider the fact that Hawkins et al. (2004) and Simon et al. 

(2013) found the effect of feedback to be similar for on-track and not-on-track patients.  

These studies have in common that the patients, both in the on-track and not-on-track 

conditions, had a relatively higher initial level of distress compared to other feedback studies. 

As well, in the other studies, where an effect was found only for the not-on-track cases, these 

cases had a higher initial level of distress than the on-track cases (Lambert et al., 2001; 

Lambert et al., 2002; Whipple et al., 2003; Crits-Christoph et al., 2012).  These findings 

support the notion that feedback could be more important for patients with more severe 

dysfunction.   

1.4 The purpose of the study 

 As the findings vary across studies, countries, settings and patients groups, we wanted 

to investigate what would be the effect of feedback in a Norwegian naturalistic sample, which 

contains rather severely distressed patients.  It appeared useful to apply a stepwise approach to 

investigate the effect and outcome of using the OQ®-Analyst in Norway. First, we had to (a) 

test the psychometrics of the Norwegian version of the OQ®-45, (b) investigate by means of a 

RCT whether receiving feedback would improve outcomes of psychotherapy in Norwegian 

naturalistic psychiatric settings, and (c) explore the how feedback works by identifying the 

effective aspects of the system.  

  We know that the implementation process can be very difficult in routine care, even 

when the effects of feedback are clear. The main problem is often that the therapists stop 

using the systems, even though they know that it is effective and can help their patients to 

obtain a better therapy outcome. Walter, Cleary, and Rey (1998) also showed that two-thirds 

of the therapists were not willing to use feedback, even if it would lead to demonstrably better 

outcomes. 
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 As we wanted to know how the therapists experience using the OQ®-Analyst, we 

therefore, at the end of the study, conducted a survey of participating therapists asking if they 

had used the system as expected, and what aspects of the feedback system they rated as most 

important. After the study was closed, OQ®-Analyst was implemented as routine tool in Nov 

2013 at the Psychiatric Outpatient Clinic at Modum Bad Psychiatric Center.  

 

2.0 Aims 

   Based on the extant knowledge about feedback systems, we established three aims of 

this study. 

1. To investigate the psychometric properties of the Norwegian version of OQ®-45 

 (Study 1) 

2. To estimate the effect of using OQ®-Analyst Feedback System in Norwegian 

 naturalistic psychotherapeutic settings compared to treatment as usual (i.e., no 

 feedback) (Study 2).  

3.  To determine which elements of the OQ®-Analyst to be responsible for the benefits 

 of using it, how and when it is effective, and what the experiences of therapists using 

 OQ®-Analyst are (Study 3). 

 

3.0 Methods 

3.1 Instruments and Feedback System 

 The primary instrument used in this study is the Outcome Questionnaire 45.2.  To 

validate the Norwegian translation, we also administered the Symptom Checklist 90-Revised 

(SCL-90-R), the Inventory of Interpersonal Problems (IIP-64-C), and the Social Adjustment 

Rating Scale (SAS) in the psychometric study.  These instruments are described below.   
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3.1.1 The Outcome Questionnaire 45.2 (OQ®-45)    

 The OQ®-45 is an instrument developed for the purpose of following closely patient 

progress (Lambert et al., 1996).  The OQ®-45 is a 45-item patient self-report instrument 

designed to assess experience of psychological distress, interpersonal functioning, and 

contentment with social role functioning, assessed with a five point Likert scale (0=never, 1= 

rarely, 2= sometimes, 3=frequently, 4= almost always).  Nine of the items are reversed to limit 

the likelihood of response bias.  The OQ®-45 is typically given prior to the first and each 

subsequent therapy session, in either paper/pencil or electronic formats, and takes 5-10 Minutes 

to complete.  The sum of all items gives an OQ-Total Score, ranging from zero to 180, with 

higher scores being indicative of greater levels of psychological distress. 

 The clinical cutoff (the cut-off between being in the clinical and the normal range) is 

estimated based on the mean of the OQ-Total Scores from two representative samples, one 

clinical, and one non-clinical (Jacobson & Truax, 1991). The Reliable change index (RCI) 

represents the number of scale points needed to determine if a change in OQ-Total Score is 

due to real change or is due to the unreliability of the instrument (i.e, the standard error of 

measurement). The RCI is calculated using the standard error of measurement to estimate the 

range of chance variation (Jacobson & Truax, 1991), calculated from data from a psychiatric 

outpatient sample (see Paper 1 for statistical details).  

 To examine the concurrent validity of the OQ®-45, including the OQ-Total Score  as 

well as the three subscales,  we administered the Symptom Checklist 90-Revised (SCL-90R) 

the Inventory of Interpersonal Problems (IIP-64-C) and the Social Adjustment Rating Scale 

(SAS)  We expected the SCL-90Rto correlate with the Symptom Distress (SD) subscale, the 

IIP-64-C to correlate with the Interpersonal Relation(IR) scale, and the SAS to correlate with 

the Social Role Functioning (SR) scale. 
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3.1.2 The Symptom Checklist 90-Revised (SCL-90-R)  

 The Symptom Checklist 90-Revised (SCL-90-R) (Derogatis, 1977; Derogatis & 

Melisaratos, 1983) provides information about the client's experience of psychological 

symptoms as measured by nine symptom areas, and an index for overall symptom burden.  

The questionnaire contains 90 items rated on a Likert scale from 0=not at all to 4=very much, 

examining how the patient has experienced the symptoms in the past two weeks, including the 

present day.  Only the index for overall symptom burden (GSI) of the Norwegian edition 

(Pedersen & Karterud, 2004) was used in this study.  The internal consistency of the original 

version is reported to be .77 to .90 and the test-retest reliability .78 to .90 (Derogatis, 1994).  

The Norwegian version has been found to be internal consistent (α =.96), and stable (one 

week test-retest r= .83) (Vassend, Lian, & Andersen, 1992). 

3.1.3 The Inventory of Interpersonal Problems (IIP-64-C)   

 The IIP-64-C (Alden, Wiggins, & Pincus, 1990) is a shortened version of the The 

Inventory of Interpersonal Problems (Horowitz, Rosenberg, Baer, Ureño, & Villaseñor, 

1988).  The IIP-64-C contains 64 statements describing common interpersonal problems.  The 

patient is instructed to consider each item regarding whether it has been a problem with 

respect to any significant person in the patient’s life and is assessed with Likert scale (0=not 

at all to 4=extremely).  The IIP-64 contains eight subscales and a global score.  The global 

score of the Norwegian version of IIP-64 was used in the present study.  The original version 

has adequate psychometric properties with Cronbach’s α of .72 to .85 and test-retest r of.78; 

(Horowitz, Alden, Wiggins, & Pincus, 2000).  The Norwegian IIP has similar psychometric 

properties, with α ranging from .82 to.94 for the sub-scales and r of .98 for a test-retest 

correlation for the Total IIP score (Monsen, Hagtvet, Havik, & Eilertsen, 2006; Pedersen, 

2002). 
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3.1.4 The Social Adjustment Rating Scale (SAS)  

 The Social Adjustment Rating Scale (Weissman & Bothwell, 1976) is a 54 item 

questionnaire that measures performance over the past two weeks in six areas of functioning: 

work; domestic or academic responsibilities; social and leisure activities; relationship with 

extended family; marital role as a spouse; parental role; and membership in the family unit. 

Each item is rated on a five-point scale (1 to 5), with the higher score being indicative of 

greater distress or impairment.  The psychometric properties of the original version are 

Cronbach’s α of .74 and test-retest r of .80 (Edwards, Yarvis, Mueller, Zingale, & Wagman, 

1978) 

3.1.5 The OQ-45 Feedback System (OQ®-Analyst)  

 The OQ-Analyst software (OQ®-Analyst) provides the therapist and patient with a 

report showing a graph of the patient`s trajectory up to the current session.  The report 

displays a comparison of the given patient`s rate of improvement with expected rates of 

improvements based upon samples of patients with the same initial level of distress.  The 

feedback report includes a colored signal determined by the empirical method (i.e., by 

comparing progress to normative trajectories; see Lambert et al., 2011).  A white signal 

indicates that the patient`s score is similar to people in a state of normal functioning (i.e, 

below the clinical cutoff of 62), and termination of therapy could be considered.  A green 

signal indicates that the progress is as expected but there is still need for more treatment.  A 

yellow signal is given when there is concern about the patient`s progress or that a positive 

outcome is in doubt.  A red signal indicates serious concern about the final outcome and that 

there is risk of deterioration unless changes are made. The signals occur 

based on calculations of tolerance intervals. The tolerance intervals were calculated for the 

expected mean OQ-45 Total Score at each session. If, at any session following intake, the 

OQ-45 Total Score for a patient is within the 68% tolerance interval, then therapy is 
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proceeding as anticipated for this particular patient, and a green message can be given as 

feedback for the therapist to proceed as usual. If the same OQ-Total Score falls above of the 

upper 68% tolerance interval (upper 16%), but is still within the upper bound of the 80% 

tolerance interval, the patient is beginning to deviate more than one standard deviation from 

what is expected of a typical person at this point in therapy. Then the therapist would receive 

a yellow message as a warning to attend to this patient’s progress. This one standard deviation 

unit approximates a 14-point increase in the OQ-Total Score, which is the criterion for 

reliable change in the US version. Scores above the upper bound of the 80% tolerance 

interval, generate a red signal. If a patient has one or more red or yellow signals (warning 

signals) during therapy, the case is defined as a not-on-track or signal case. 

3.2 Procedures and Participants 

3.2.1 Ethics 

 The participating patients signed an informed, written consent. The study was 

approved by the Regional Ethical Research Committee in the South of Norway June 12
th

, 

2009, and given an expanded approval to include patients from other clinics and a revised 

consent form June 30
th

 2011. The study was also approved by the Data Protection officer at 

Modum Bad representing The Norwegian Data Protection Authority.  

3.2.2 Translation   

 In order to investigate the psychometric properties of a Norwegian version of the 

OQ
®

-45, we established a translation process involving a group of three native Norwegian 

therapists and researchers who separately translated the English OQ
®

-45, the feedback reports, 

including all the different feedback messages into Norwegian.  When discrepancies occurred, 

the translations were discussed until consensus was obtained in the group. This consensual 

version was translated back to English by an experienced American researcher and therapist 

living and working in Norway, in cooperation with the group of Norwegian therapists and the 
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developer of the OQ
®

-45 Michael J. Lambert in order to obtain semantic equivalence (Flaherty, 

Gaviria, Pathak, & Mitchell, 1988).  The final version was obtained by discussion in the 

extended group until consensus was reached.  

3.2.3  Study 1.   

 The next step was to establish the psychometric properties of the Norwegian version of 

OQ
®

-45. We collected OQ-Total Scores from representative non-clinical and clinical samples 

(Table 1). To ensure heterogeneity of the non-clinical population, participants were sampled 

from four different sources:  inhabitants in a rural Norwegian community, members of a fitness 

center in a small city, students from different academic fields at a college and a university, and 

employees in mental health institutions. The clinical samples were obtained from urban and 

rural psychiatric routine care clinics, two inpatient and four outpatient clinics.  

3.2.3.1 Non-clinical samples.  The Total Non-Clinical Sample (TNCS, N=338), which was 

used for calculating the non-clinical mean, Cronbach’s α, and clinical cut-off, consisted of 

three subsamples: 

 Non-clinical sample 1 (NCS1).  OQ-45 Total Scores were obtained from adult 

residents in a rural Norwegian community with a population of approximately 12000.  The 

sampling was conducted by posting two OQ
®

-45 Questionnaires, a stamped response envelope, 

and an information letter emphasizing the inclusion criteria: Age above 18 years and not having 

a psychiatric diagnosis or being in current psychiatric treatment, in 300 random mailboxes. 

Information about the project was also given in the local newspaper and television channel.  We 

received 99 envelopes with a total of 127 completed forms, which represents an estimated 

response rate of approximately 27 percent (assuming that national rate of 1.6 adults per 

household). In addition 59 members of a local fitness center completed the OQ®-45 in a city of 

approximately 30,000 inhabitants. 
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 Non-clinical sample 2 (NCS2).  OQ®-45 scores were collected from 46 students 

from different departments at the University of Oslo and a nearby college. 

 Non-clinical sample 3 (NCS3).   A total of 106 employees at different psychiatric 

institutions throughout Norway completed the OQ®-45.  Of these 57 persons filled it in 

twice, at a one week interval, providing data for calculating a test-retest correlation.    

  There were no significant differences in OQ-45 Total Scores among the (a) rural 

residents, (b) fitness center members, (c) students, and (d) health institutions employees 

(F(3, 334) = 2.19, p = .089), and consequently we merged subsamples to increase sample 

size.   

3.2.3.2 Clinical samples.  The Total Clinical Sample (TCS) (N=560) consisted of three 

subsamples: 

 Clinical sample 1 (CS1).   Data from 280 patients were collected as initial OQ-Total 

Scores from three outpatient clinics in the southeast of Norway. These data were also used for 

calculating means, reliability, clinical cut-off, and the Reliable Change Index. 

 Clinical sample 2 (CS2).   In this sample 184 patients (others than in CS1) from the 

same outpatient clinics as mentioned above filled in OQ
®

-45 only once during their course of 

treatment.  

 Clinical Sample 3 (CS3).  In this sample 96 patients from three inpatient clinics 

completed the OQ®-45 at the beginning of therapy. 

 In the outpatient samples used in this study (CS1), about one-third of patients were 

diagnosed with anxiety disorders, about one-third with affective disorders, about 15 percent 

with unspecified diagnoses, about 6 percent with some type of behavioral disorder, and about 

4 percent with eating disorders; less than 4 percent of the patients were diagnosed with a 

psychotic disorder, personality disorder, or substance use disorder.  Of course, the validity of 

diagnoses in clinical settings must be considered with caution.  Because we wanted to collect 
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a naturalistic patient sample, no diagnostic exclusion criteria were used although patients for 

whom their therapists assessed that the patient was unable to understand the meaning of 

OQ®-45 were not invited to participate. 

 Clinical sample 4 (CS4).  This sample consisted of 61 patients (a subsample of CS1) 

who completed the Symptom Checklist 90-Revised (SCL-90-R) and The Inventory of  

Interpersonal Problems Circumplex (IIP-64-C) as well as the OQ®-45 prior to their intake 

session. The SCL-90-R and IIP-64-C were completed some days to weeks before the OQ®-

45; time between the administrations was examined in the analyses.  

 Clinical sample 5 (CS5).  This sample consisted of 54 patients (another subsample of 

CS 1) who completed the Social Adjustment Scale (SAS) as well as the OQ®-45 at the 

beginning of therapy.   Participants who left more than eight of the OQ®-45 items unanswered 

were excluded.  In total, only14 participants had more than eight missing items.  In case of 

missing values, a mean for the remaining scale items was calculated and replaced the missing 

values. However, missing values were not replaced in the analyses making use of data on item 

level (viz. factor analyses and analyses of internal consistency).  Of the 132 participants who 

had one to eight missing values, 64 % had one missing value, 19 % had two missing values, 8 

% had three missing values, and 8 % had more than three but less than eight missing values. 
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Table 1 Non Clinical and Clinical Samples demographics 

 

 
Sample Abbrevation Analyses N total 

used in 

analysis 

% 

Female 

Mean 

Age 

Deleted due 

to > 8 

missing 

items 

Non Clinical Samples 

1. Community 

and Fitness 

Center 

NCS1 Mean, clinical cut-off, 

Cronbach’s α.  

186 70.5 51.33 5 

2. Students NCS2 Mean, clinical cut-off, 

Cronbach’s α.  

46 65.1 23.60 2 

3. Employees of 

Health 

Institutions 

NCS3 Mean, clinical cut-off, 

Cronbach’s α,   

Test-retest ** 

106 75.0 49.45 2 

Total Non 

Clinical Sample 

TNCS Mean, clinical cut-off, 

Cronbach’s α.  

338 70.7 46.69 9 

Clinical Samples 

1. Outpatients  

Initial scores 

CS1 Mean, clinical cut-off, 

Cronbach’s α. Reliable 

Change index. Factor 

analyses 

280 67.9 35.8 0 

2. Outpatients  

Not initial scores      

CS2 Factor analyses, 

Cronbach’s α. 

184 74.3 33.3 3 

3.  Inpatients      CS3 Factor analyses, 

Cronbach’s α. 

96 56.1 39.4 2 

Total Clinical 

Sample 

TCS Factor analyses, 

Cronbach’s α. 

560 68.2 34.5 5 

Clinical samples for validation 

1. Outpatients  CS4 Concurrent validity with 

SCL-90 & IIP 

61 70.5 36.9 0 

2. Outpatients CS5 Concurrent validity with 

SAS 

54 70.4 37.0 0 

       

*Not all of the individuals filled in Age and Gender  

** 57 out of 106 filled in OQ®-45 twice with one week interval 

 

 

3.2.4  Study 2 and 3   

 Data collected from participating patients and therapists, as described below, was used 

in Study 2 and 3. 

3.2.4.1 Clinics. For the purpose of obtaining a sufficient number of participants, this project 

was designed as a multisite study.  Twelve clinics were invited to participate, and six 
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consented.  Two of the participating clinics were inpatient clinics and four were outpatient 

clinics, of which one was a substance abuse clinic.  The clinics signed a cooperation 

agreement based on the research protocol and agreed to implement the randomization 

procedures and contribute data to the project.   

 At each site, one information meeting (1.5 hours) and one therapist training course 

(2.5 hours) were conducted.  At one of the clinics, where the project leader was employed, the 

therapist participation was obligatory (Clinic 1, Table 2), while at the other clinics therapists` 

participation was voluntary.  

3.2.4.2 Data collection. Because the aim of the trial was to examine the OQ®-Analyst in the 

context of naturalistic clinical settings, the therapists were not instructed to conduct treatment 

according to specific protocols or clinical treatment methods.  A monthly OQ-forum was 

arranged to address logistical, practical, and clinical issues, and to evaluate and share 

experiences with the use of OQ®-Analyst.  The project leader, the project coordinators, and 

two IT-consultants were available for personal supervision by telephone or by mail for all the 

participating therapists and office staffs during the entire project period.  

 After having signed and returned an informed consent, the patients were randomized 

into the FB or NFB condition in blocks of eight and by gender.  All the patients, in both 

conditions, filled in the OQ
®

-45 online prior to each session.  They were informed about their 

randomization condition after having completed the initial score.  In this study reports and 

alerts were generated by the OQ®-Analyst software on a session-by-session basis each time a 

patient completed the measure.  For the patients in the FB condition, the therapists were 

instructed to consider the Feedback report, show it to the patient every session, and discuss 

the report when useful or necessary.  Although we do not know the extent to which therapists 

showed the reports to the patients, we have classified the trial as comparing feedback to both 

therapists and patients to no feedback (i.e., opposed to trials that restrict feedback to the 
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therapist only).  No further specific instructions on how to use the Feedback reports were 

given, but it was emphasized that the Feedback Reports should be opened, studied, and used 

in a clinical useful way.  The feedback reports on the NFB patients could not be opened by 

anyone other than the project leader. The data collection period was June 2010 to September 

2013.  

3.2.4.3 Patients.  During the inclusion period (June 2010 to September 2013), a total of 377 

adult patients referred to outpatient or inpatient treatment, were invited to participate in the 

present study, as part of the clinic`s intake procedures.  No exclusion criteria other than the 

inability to complete the OQ
®

-45, as determined by the therapist, were established.  Of the 

eligible patients, 37 patients did not return a signed consent, either because they declined to 

participate, the therapist determined they were unable to complete the OQ
®

-45, or the 

therapist forgot to ask them to complete the consent.   The mean age of the patients was 35.8 

years (SD: 11.66, Range 18-65) and 68% were female (see Table 2).  

 The 340 patients (280 of them were also contained in the CS1 in Study 1) initially 

consenting to participate were randomized to the FB or the NFB condition.  At one of the 

sites, 19 patients were not randomized correctly and were therefore excluded from the sample, 

leaving 321 to be distributed to the two conditions.  To be included in the analyses, a patient 

was required to have completed the outcome measure for a minimum of two sessions 

representing the first and any subsequent session.  Over the course of the study, 14 patients in 

the FB and 15 in the NFB condition never started to score the OQ
®

-45; 16 patients in the FB 

and 17 in the NFB condition completed the OQ
®

-45 only once.  Therefore these patients were 

excluded, leaving 259 patients to constitute the sample to be investigated, distributed in 144 in 

the FB and 115 in the NFB condition.  Patient inclusion and exclusion is presented in Figure 

1.   
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Figure 1  
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 Patients seen in the clinics had a wide range of diagnoses and co-morbidity, except in 

the substance abuse clinic where all patients had a substance abuse disorder as their primary 

diagnosis.  All patients were diagnosed by their therapist using International Classification of 

Diseases (ICD-10).  No inter-rater reliability procedures were established.  The primary 

diagnoses, from the most frequent, were as follows: various affective disorders (47%),   

anxiety disorders (33%), behavioral disorders (mainly Attention Deficit/Hyperactivity 
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(N=144) 

NFB patients 

with two or 

more OQ-45-
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Disorder, 7%), substance abuse (all from the substance abuse clinic; 4%), eating disorders 

(4%), personality disorders (3%), schizophrenia (1%), and no diagnosis (1%).   

3.2.4.4 Therapists.  Of the 135 licensed therapists employed at the six involved centers, 45 

participated in the study.  They provided a variety of theoretically guided treatments, 

including cognitive-behavioral, psychodynamic, and eclectic orientations.  The mean age in 

the therapist group was 48.5 (SD: 9.54, Range 32-66), the mean years of experience as a 

therapist was 11.4 years (SD: 6.81, range: 1-31), 63 % of the therapists were female and 

represented various professions, including psychologists (41%), medical doctors (18% 

psychiatrists and 15% MD in training), psychiatric nurses (16%), and others (10%).  The 

participating therapists had between one and 39 patients in treatment, distributed on both FB 

and NFB condition with a mean number of patients of 6.1 (SD: 7.17). 

Table 2 Participating clinics, patients and therapists 

 

Clinic Clinic 

Description 

 

Number 

Patients 

Number 

FB 

Number 

NFB 

Female Number and % 

of the 

employed 

therapists 

participating 

1 Outpatient 127 67 60 73% 13/14 (93%) 

2 Outpatient 40 26 14 63% 13/60 (22%) 

3 Outpatient 51 30 21 77% 8/24 (33%) 

4 Substance 

abuse, 

Outpatient 

11 5 6 46% 5/16 (31%) 

5 Inpatient 7 3 4 57% 2/12 (17%) 

6 Inpatient 23 13 10 52% 4/9 (44%) 

Total  259 144 115 69% 45/135 (33%) 

 

   Note. FB = Feedback Condition, NFB = No feedback condition 

  

3.3 Analyses 

3.3.1 Study 1   

3.3.1.1 Reliability and validity. In order to establish the psychometric properties of the 

Norwegian version of the OQ
®

-45 we estimated the internal consistency (Cronbachs α) in the 
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clinical and the non-clinical samples (TCS, N = 560 and TNCS, N = 338, Table 1), and the 

test-retest correlation in the sample with at least two assessments (NCS1, N = 57) (Pearson`s 

r).  

 To examine the concurrent validity of the OQ-45 Total Score as well as relevant 

subscales were correlated with the referent instrument using the clinical sample 3 (CS3, 

N=61) for the SCL-90R and IIP-64C, and  clinical sample 4 (CS4, N=54) for the SAS. 

Divergent validity was assessed by correlating the OQ
®

-45 subscales with instruments not 

expected to cover the same area.  Clinical cut-off and the reliable change index (RCI) were 

calculated according to the Jacobson and Truax method (Jacobson & Truax, 1991).  In order 

to test the relationship between distress and well-being, Non-Clinical Means for the various 

countries were correlated with the National Experienced Well-being Index (New Economic 

Foundation, 2012).  We correlated the means of the OQ-Total Scores from the non-clinical 

samples in different countries with the same country’s National Experienced Well-being 

Index to examine whether OQ-45 Total Scores for the non-clinical samples in various 

countries reflect the well-being of their citizens.     

3.3.1.2 Factor analyses. To test the consistency of the three-factor model of OQ
®

-45, we 

conducted a confirmatory factor analysis of Lambert’s three factor structure using LISREL 

(8.8). According to Jöreskog and Sörbom (1993) a robust maximum likelihood estimation 

procedures suggested by Satorra and Bentler (1990) is preferred for data obtained from Likert 

type format and representative of an ordinal scale. The subprogram PRELIS 2.8 was used to 

estimate the respective covariance and their asymptotic covariance matrices assuming 

alternative parameterization for the factor analytic models (Jöreskog, 2005; Sörbom & 

Jöreskog, 1999).  General guidelines suggest the following criteria for confirming a 

hypothesized factor structure: RMR < 0.10, RMSEA < 0.05, CFI and NNFI > 0.9, a non-
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significant 
2
, and 

2
 /df < 2 (Browne & Cudeck, 1992; Byrne, 2009; Hu & Bentler, 1998; 

MacCallum, Browne, & Sugawara, 1996). 

 For a number of reasons, we did not modify the hypothesized factor structure to better 

fit the data, test other models, or conduct exploratory factor analyses.  First, the subscales are 

rarely used in research or clinical work, and if they are, Lambert’s three subscales are used. 

Second, such strategies capitalize on sample characteristics and are contradictory to a 

confirmatory modeling strategy.  Third, the factor structures have varied across countries and 

adding another “exploratory” structure would not contribute to our understanding of the OQ
®

-

45 or augment the clinical application of the OQ
®

-45. 

3.3.2 Study 2   

3.3.2.1 Effect of using OQ®-Analyst.  For the purpose of examining the effects of using 

OQ®-Analyst feedback in Norwegian psychiatric inpatient and outpatient clinics, the patients 

were randomly assigned to FB or NFB as described in Procedures. The primary analysis 

examined the effects of feedback (i.e., FB versus NFB) in a general linear model, where the 

final OQ-Total Score was the dependent variable and the first OQ-Total Score was entered as 

a covariate.   

3.3.2.2 Site effect. To determine possible site effect, the site the patient was treated in was 

modeled as a random factor. To test whether effects of feedback differed among the clinics, 

the interaction of clinics and FB/NFB was tested.   

3.3.2.3 Effect of being a not-on-track case.  Because the effects of feedback have been found 

to be particularly apparent with not-on-track cases in other studies (i.e., cases that received a 

yellow or red flag during the course of therapy), we examined not-on-track cases and the 

interaction of not-on-track cases and feedback. To assess the size of the effect for feedback, 

we calculated Cohen`s d (Cohen, 1988; Durlak, 2009) for the post-test OQ-Total Scores 

comparing FB to NFB for the entire sample.  
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3.3.3  Study 3  

 The findings from Study 2 inspired us to investigate the effect of the warning signals 

more thoroughly, and also look into at which point in therapy the effect of feedback appeared 

significant.   

3.3.3.1 Session at which Feedback had an effect.  To investigate the point at which feedback 

had an effect, we selected patients who had eight or more sessions and graphed their OQ-

Total Score from session to session for both conditions. As well, we conducted independent 

sample t-tests for estimating change in the OQ-Total Scores from the one time point to the 

other.  

3.3.3.2  Effect of a warning signal.  To examine the effects of the warning signal, we 

examined progress of therapy before and after the signal was delivered in the FB cases and 

after the point where a signal would have been delivered in the NFB cases.  Thus, the patients 

who received a signal in the FB cases (n = 59) or would have received a signal in the NFB 

condition (n = 51) were selected.  Longitudinal piecewise multilevel models were used to 

estimate the slopes of the OQ-Total Scores before and after the first warning signal was given 

(Bauer & Curran, nd).  In these analyses, unstructured covariance models were used because 

sessions occurred in varying time patterns (e.g., the time between sessions varied both 

between and within patients) and because commonly used structures (e.g., AR and ARIMA) 

produced poorer fitting models.  To accomplish these analyses, the session at which it was 

determined that the patient first went off track was identified for each patient, and the 

longitudinal data were centered at this point.  First, an unconditional model with only slopes 

and intercept was examined.  The second model was conditioned on whether feedback was 

given or not. Longitudinal piecewise multilevel models were used to estimate the slopes of 

the OQ-Total Scores before and after the first signal was given (Fitzmaurice, Laird, & Ware, 

2004).    



41 

 

3.3.3.3  The severity of the patients` distress. With the empirical support for the conjecture 

that feedback is more important for more severely distressed patients, we performed a 

Multiple Regression Analysis with last OQ-Total Score as dependent variable in order to test 

the hypothesis that initial severity was related to the effect of feedback.  First score (OQ-Total 

Scores of the initial session), condition (FB versus NFB), as well as the interaction of the first 

score and condition were independent variables.    

3.3.3.4  Therapist survey.  Finally, we conducted a survey of the participating therapists with 

questions about various aspects of the feedback system (OQ®-Analyst) assessed with Likert 

scale (1=to a very small extent to 5=to a very large extent), and calculated means.   

 

4.0  Synopsis of papers 

4.1  Paper 1: Psychometric Properties of the Outcome Questionnaire-45.2:  

The Norwegian Version in an international Context. 

 Objective: Monitoring of ongoing psychotherapy is crucially important to improving 

the quality of mental health care by detecting therapies being off track, which requires that the 

instrument used is psychometrically sound. This study investigates the psychometric 

properties of the Norwegian version of the Outcome Questionnaire 45.2 (OQ®-45) and 

situates the results in an international context. 

 Method: The OQ®-45 is a 45 item form designed to measure the patient`s distress 

level (OQ-Total Score) distributed on three sub-scales, covering symptom distress (SD), 

interpersonal relations (IR), and social role functioning (SR). Data from one clinical sample 

(N = 560) and one non-clinical sample (N = 338) were used to investigating reliability, cut-

offs, factor structure, and correlation with well-being data.  All results were compared to 

similar analyses in various international contexts.   
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 Results: The data showed adequate reliability and concurrent validity. Concerning 

reliability, the internal consistency yielded a Cronbach’s α  = .93 both in the clinical sample 

(N=560) and in the non-clinical sample (N=338). The test-retest correlation with one week 

interval from 57 of the participants in the non-clinical sample 1 (NCS1) yielded a Pearson’s r 

of .85. To examine the concurrent validity of the OQ®-45, the subscale score were correlated 

with referent instruments. The correlations for the referent instruments and the OQ®-45 

subscale scores ranged from .59 to .68, with SCL-90 Global Symptom Index (GSI) .68 for the 

SD score, .50 for IIP and IR and .67 for the SAS and SR.  Divergent validity was assessed by 

correlating the OQ®-45 sub-scales with non-referent instruments (e.g., SCL-90, a symptom 

measure, with SR).  These divergent validity coefficients were nearly as large as the 

convergent validity coefficients, and in some instances, larger (see Table 3).  

 

Table 3. Reliability and validity values 

Test retest Pearson’s r 

 

.85  

Internal Consistency α .93  

Concurrent validity correlations with Total Scale and 

Corresponding Subscale with correlations for Divergent Validity 

Total Subscale 

SCL-90 Global Symptom index .68 .64 (SD) 

.61 (IR) 

.60 (SR) 

IIP .59 .50 (IR) 

.52 (SD) 

.55 (SR) 

SAS .67 .70 (SR) 

.58 (SD) 

.53 (IR) 

Clinical Cut-off 62  

Reliable Change index 16  

Note: SCL-90R= The Symptom Checklist 90-Revised, IIP = The Inventory of Interpersonal 

Problems, SAS = The Social Adjustment Rating Scale, SD = Symptom Distress Scale, IR = 

Interpersonal Relations Scale, SR = Social Role Scale. 

 

 The Clinical cut-off level between case/non-caseness was estimated according to the 

Jacobson and Truax method (Jacobson & Truax, 1991), based on the following equation with 
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the OQ-Total Score being 37.3 in the non-clinical sample (N=338), and 90.8 in the clinical 

outpatient sample (N=280).  , 

 = 62.4 

When checking for gender differences, slightly higher means in the OQ-Total Score in 

females (93.7, SD = 21.2) compared with males (87.7, SD = 20.8) (t = 2.16, p = 0.03) in the 

clinical sample (N=280) were found.  In the non-clinical sample (N=338), no gender 

differences occurred.  The difference in the clinical sample did not change the clinical cutoff 

level when tested for each gender separately. 

 The reliable change index (RCI), calculated from the Outpatient sample using the 

formula provided by Jacobson and Truax (Jacobson & Truax, 1991) was as follows   

 

where SD was the standard deviation and r the Cronbach’s α.    

 Within the total sample of outpatients assessed at the beginning of treatment (N=280), 

91.4 % had an OQ-45 Total Score greater than the Norwegian cutoff of 62, thus being 

classified as clinical cases.  On the other hand 90.8% of the non-clinical sample (N=338) had 

an OQ-45 Total Score less of 62 or less, and were thus correctly classified as non-cases.   

 Each subscale is meant to measure a specific domain of functioning and therefore the 

subscales should be relatively uncorrelated.  The correlations among the subscales ranged from 

.51 to .66 (SD/IR = .61, SD/SR = .66, IR/SR = .51). 

 Testing Lambert’s three-factor model to the data with a confirmatory factor analysis 

yielded coefficients that did not fully meet standard criteria (RMR= .092; RMSEA = 0.082; 

CFI = .92; NNFI = .92; Satorra-Bentler Scaled χ
2

942 = 4448.0863, p < 0.01; 
2
 /df = 4.72), 
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although it could be said that the fit was to some degree acceptable in that some coefficients 

were in the acceptable range. The correlation among the latent factors of SD, IR, and SR 

ranged from .57 to .75, demonstrating that the three factors were not independent.   

 The correlation between the non-clinical means and national experienced well-being, 

was -0.942, indicating the lower the OQ-Total Score non-clinical mean for individual 

countries, the greater the experienced well-being, which establishes that differences for the 

non-clinical means among countries might well reflect true differences in well-being for the 

citizens of these countries.   

 Conclusions:  The reliability and validity of the instruments showed that the 

Norwegian version of the OQ®-45 had adequate psychometric properties.  The means, 

clinical cut-offs, and the reliable change index, vary across countries. However, the means of 

the OQ-Total Score for nonclinical samples correlate highly with external values of national 

well-being, indicating that the OQ®-45 is a valid instrument internationally. The factor 

analyses in the present study do not confirm the hypothesized factor structure of the OQ®-45, 

but are similar to the results internationally. 

4.2  Paper 2: The effect of implementing the Outcome Questionnaire-45.2 

feedback system in Norway: A multisite randomized clinical trial in a 

naturalistic setting.   

 Objective: It has been claimed that the monitoring of ongoing psychotherapy is of 

crucial importance for improving the quality of mental health care. This study investigated the 

effect of using the Norwegian version of the patient feedback system OQ®-Analyst using the 

Outcome Questionnaire-45.2.  

 Method: Patients from six psychiatric clinics in Southern Norway (N = 259) were 

randomized to FB or NFB. The FB group comprised 144 patients, while the NFB group 

comprised 115 patients.  Patients in both groups had OQ-Total Scores from the first and the 
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last session. Demographics, means and standard deviations of the OQ-Total Scores for the 

two conditions (FB and NFB), site, and percentage of not-on-track cases were recorded. To 

illustrate the implications of the feedback effect, we classified all patients as recovered, 

improved, unchanged, or deteriorated.  The Clinical Cut-off and the Reliable Change Index 

were used to calculate how the patients in the FB and the NFB groups were distributed in 

these four different Outcome Groups.  Patients were defined as recovered if their final OQ-

Total Score was in the nonclinical range (i.e., below 62) and the patients achieved reliable 

change (i.e., more than 16 points of change from initial to final OQ-Total Score).  Patients 

were classified as improved if their final OQ-Total Score exhibited reliable change but 

remained in the clinical range.  If the OQ-Total Score increased by more than 16 points (i.e., 

reliable deterioration), the patient was classified as deteriorated.  Patients who did not meet 

any of these criteria were defined as unchanged. 

 Results: The main effect of feedback was statistical significant (F = 3.80, p = .027), 

corroborating the hypothesis that feedback would improve the quality of services.  To assess 

the size of the effect from feedback, Cohen’s d (Cohen, 1988; Durlak, 2009) was calculated 

for the difference in OQ-Total Scores (between first and last score) comparing FB with NFB 

in the entire sample and was found to be 0.32. No statistical differences between FB and NFB 

in the number of sessions (t(257) = 0.41, p > .50) nor in the proportion of not-on-track cases 

(χ
2
 = 0.12, p > .50) occurred. A main effect for clinic and for not-on-track cases was found as 

expected; however no interaction effects between sites and FB/NFB as well as between not-

on-track/on-track case and FB/NFB occurred indicating that neither clinic nor being a not-on-

track case had a significant effect on the degree to which feedback improved outcomes. The 

percentages in each category based on reliable change in the FB and NFB conditions showed 

that FB increased the probability of improvement and reduced the proability of treatment 

failure. 
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 Conclusions and implications: The main effect of feedback was statistical significant 

(p = .027), corroborating the hypothesis that feedback would improve the quality of services, 

although the size of the effect was small to moderate (d = 0.32). The benefits of feedback 

have to be considered against the costs of implementation. 

4.3  Paper 3: How and when feedback works in psychotherapy: Is it the 

Signal? 

 Objective: Studies show that monitoring of ongoing psychotherapy improves the 

quality of mental health care, and that feedback about patients’ progress has been established 

as a viable means. The essential feature of feedback models is that patient progress is 

measured continuously through therapy. This study investigated the effect of receiving a 

warning signal when a patient is not achieving expected improvement (not-on-track), 

monitored with the Norwegian version of the patient feed-back system OQ®-Analyst.  

 Method: Patients from six psychiatric clinics in Southern Norway (N = 259) were 

randomized into the FB or NFB conditions. To examine the effect of the warning signals, we 

selected the 59 patients in the FB condition and the 51 in the NFB condition who produced 

one or more signals. To investigate the point at which feedback had an effect, we selected the 

124 patients who had eight or more sessions and graphed their outcomes for each condition. 

Therapists were surveyed at the end of the study upon their way of ranking the different 

aspects of using OQ®-Analyst. They responded to items on a 5 point scale (1 = to a very 

small extent to 5= to a very large extent). 

 Results: To examine the effects of receiving a warning signal, an unconditional model 

with only slopes and intercept was examined.  The intercept was 96.53, indicating that the 

mean OQ-Total Score for the 110 off-track-cases was above 96 when it was determined the 

patient went off track.  The slope before the session at which the patient went off track was 

0.847 indicating that the OQ-Total Score was increasing at this rate each session.  This value 
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was significantly different from zero (p = 0.048), indicating that the off track cases were 

deteriorating (elevating slope implying more symptoms). The slope following the first time 

the patient went off-track was -0.477 (p=.014), indicating that patients significantly improved 

after this point.  The difference between the slopes before and after the first warning signal 

gives, however, limited information, as determination that a patient is not-on-track indicates 

an extreme score and regression toward the mean could explain decreasing scores after the 

signal. 

 The second model was conditioned on whether feedback, including the warning 

signal, was received or not. In the FB condition, the therapist and patient received the warning 

signal, where in the NFB condition they were unaware that the patient had gone off-track.  

Slopes were tested as an interaction with the FB condition.  The slopes of the pre-signal OQ-

Total Scores were not significantly different in the two conditions (p =.327), nor were the 

slopes after the signal (p = .987), although the effect was in the expected direction as the rate 

of improvement for the FB patients was greater than for the NFB patients.  Therefore, it could 

not be conclusively demonstrated that receipt of a warning signal for cases in the FB 

condition resulted in better outcomes than in cases unaware of being off track.    

 When checking the OQ-Total Scores of 124 patients with eight or more sessions, no 

difference in effect of feedback between the on-track and the not-on-track cases was found 

when patients from both groups were included, yielding 65 in the FB condition and 59 in the 

NFB condition.   At the third session, there was a significant difference between conditions 

(t(123) = 2.01, p = .046, d = 0.36).  At the eighth session the difference between FB and NFB 

was only slightly greater (t(123) = 2.21,  p = .029, d = 0.40). 

 To test the hypothesis that initial severity was related to the effect of feedback, we 

performed a multiple regression analysis with the last OQ-Total Score as the dependent 

variable.  The independent variables were (a) the initial OQ-Total Score, (b) condition (FB 
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versus NFB), and (c) the interaction of the first OQ-Total Score and condition, which is the 

test of whether the effect of feedback depends on initial severity.  The interaction effect did 

not produce a significant effect, although the anticipated direction and approached 

significance (standardized beta = 0.37, t = 1.58, p = .056, one tailed), indicating a possibility 

that the greater the initial distress, the larger the effect of feedback. 

 At the end of the study, we conducted a survey of participating therapists to determine 

what they perceived to be the most important aspects of the feedback system. In response to 

the item “How often did you open the feedback reports?” the mean was 4.47 (SD = 0.84), 

indicating that the responding therapists reported using the system.  As well, they seemed to 

find it useful (mean response to “Overall Usefulness” was 4.00, SD = 0.67).  The therapists 

found that the patient´s progress graph was the most important aspect of the OQ®-Analyst 

system, followed by, in order of importance, the discussion with the patient, the risk 

questions, comparing the patient progress with the expected progress, the signal, and the 

computer generated feedback message.  All means were above the midpoint of the scale, but 

the graph and discussion were more valued than the signal and the generated message.   

 Conclusions: The use of OQ®-Analyst should be recommended in psychotherapeutic 

settings in Norway, as it in this study has shown to be an effective instrument to measure and 

improve outcome of psychotherapy, with significant effect already at the third session. It 

seems also to be useful, and perhaps especially, with severely distressed patients.  In this trial, 

receiving the signal did not seem to be the most important therapeutic factor. Rather it appears 

that providing the grapth to therapists and the therapist’s discussion with the patients appeared 

to be important.   
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5.0  Discussion  

5.1  Main results 

The OQ®-45.2 was found to be psychometrically reliable and valid for the purpose of 

monitoring and evaluating patient progress in therapy.  It was found that feedback improved 

the outcome and the quality of mental services.  It could not be conclusively demonstrated 

that receipt of a warning signal for cases in the FB condition resulted in better outcomes than 

in cases unaware of being off track.  It was also found that the effect of using OQ®-Analyst 

occurred already in the third session, and that the graphs displaying patient progress and the 

discussion of progress with the patient were experienced as the most important aspects of the 

system.   

 In our three papers, we have discussed several issues concerning the use of OQ®-

Analyst in Norway based on our experiences, investigations, and analyses. In this chapter, I`ll 

emphasize some of the most important issues, and add some new considerations. 

5.2  The main issues from Paper 1. The psychometric properties of OQ®-45. 

5.2.1 Reliability and validity.  

 In the paper “Psychometric properties of the Outcome Questionnaire-45.2: The 

Norwegian version in an international context,” we found a satisfactory reliability for the 

Norwegian OQ-45 Total Score as well as for the subscales, as indicated by internal 

consistency and test-retest correlation values consonant with other international studies.  It 

appears that translation and administration of the OQ®-45 in Norway does not affect the 

reliability of the scores obtained in other studies using the OQ®-45.  As well, the Norwegian 

version used upon ordinary psychiatric samples established concurrent validity with other 

validated instruments.  However, the mean scores of clinical and non-clinical samples, as well 

as the clinical cut off and the Reliable Change Index, vary widely across national studies that 

have investigated properties of the OQ®-45 (Beretvas, Kearney, & Barón, 2003; Bludworth, 
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Tracey, & Glidden-Tracey, 2010; Chapman, 2003; Kim, Beretvas, & Sherry, 2010; Lambert 

et al., 1996; Lambert et al., 2011; Mueller et al., 1998;  Lambert et al., 2002; de Jong et al., 

2007; Chiappelli, Coco, Gullo, Bensi, & Prestano, 2008; Lo Coco et al., 2008; Wennberg et 

al., 2010; Qin & Hu, 2008). 

 The correlation of the OQ-Total Score with the SCL-90R was weaker than those found 

elsewhere, but the correlations with the IIP-64C were similar to the international samples, and 

the correlation of the SAS with SR sub-scale was higher than expected, demonstrating that the 

three factors were not independent. The correlations between the subscales were perhaps 

higher than is desirable, but similar to the values produced in other studies (cf. Chiappelli et al., 

2008; de Jong et al., 2007; Lambert et al., 2002; Umphress, Lambert, Smart, Barlow, & Clouse, 

1997; Qin & Hu, 2008). The high correlation is part of the reason why it is not to recommend to 

use the subscales for research purposes.   

5.2.2  The representativeness of the samples 

  Our non-clinical sample had a mean age of 46.7 years, composed of adults from a 

rural municipality, students, members of a fitness center in a small town, health institutions 

employees throughout Norway and students. The sampling of the rural residents was 

conducted by posting OQ-45 Questionnaires in 300 random mailboxes with information 

emphasizing the inclusion criteria:  Age above 18 years and not having a psychiatric diagnosis 

or being in current psychiatric treatment. Young people perhaps would have preferred an 

online solution instead of a letter, and could be underrepresented in this sample. On the other 

hand, we also collected a student sample, and there was no significant difference among our 

four samples. The mean age of the populations used in international psychometric studies 

vary for 21.6 and up to 44.3, and the sample sizes varied from 75 to 1920. It can be assumed 

that our sample of 338 non-clinical adults is sufficiently representative for the purpose of 

these studies. 
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 The clinical sample collected for the RCT contained samples from 4 outpatient and 2 

inpatient clinics, 88% of them from the outpatient clinics. There was no significant difference 

in the intake scores or for the outcome of the outpatient clinics. The patients from the 

inpatient units had, as assumed, a higher intake score. Distribution of age, gender and 

diagnoses are representative for patients receiving psychiatric treatment in public health 

institutions in Norway. 

 There might be several possible reasons for the variability in means for the non-

clinical and clinical samples across the different countries.  First, the samples used in the 

various countries are considerably different.  The international non-clinical samples are 

difficult to compare, as they contain student populations, different community samples, 

university employees, and health employees and professionals, with mean ages ranging from 

22 to 47. The sizes of the samples also varied substantially, ranging from 75 to 1920, which 

affects the precision of the estimates.  Our sample of 280 outpatients from 3 public outpatient 

clinics should be large enough to be representative.  

 There were also considerable differences between the clinical samples in the various 

countries, pure student samples to samples with both inpatient and outpatient clinics in 

different health institutions, with mean ages ranging from 24 to 44.  The mean age of our 

clinical outpatient sample was 34.5years, equivalent to the mean age of the adult psychiatric 

patient population in Norway (Ose, Ådnanes, & Pettersen, 2014). 

 The relatively high level of distress found in the Norwegian clinical samples could be 

understood in light of the way the Norwegian health system is designed. Primary care 

physicians in Norway and the community health care system treat most of the patients with 

psychiatric disorders; patients are strictly screened before they are referred to psychiatric 

outpatient clinics of the type utilized in the present study.  
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 Clearly differences in sample composition across studies and countries might well 

affect clinical and non-clinical means.   It is therefore evident that norms and clinical cut-off 

scores need to be determined for each country in which the OQ®-45 is used. 

5.2.3  National experienced well-being and non-clinical means of OQ-Total Score  

 There is a considerable variation of non-clinical means of the OQ-Total Score which 

are referred across countries, from 37.5 in Norway to 61 in China. This could be due to 

differing samples, but we also correlated the different non-clinical means of the OQ-Total 

Score from six different countries (USA, Germany, the Netherlands, Italy, China, and 

Norway) with the respective national experienced well-being.  Experienced well-being was 

measured by the New Economics Foundation in 2012. Over 1000 respondents in 151 

countries in the world were assessed using the “ladder of life” developed by the Gallup World 

Poll, where the bottom rung (scale value zero) represents the worst possible life and the top 

rung the best possible life (scale value ten) (see New Economics Foundation, 2012).  The 

national experienced well-being scores derived in this fashion are the most extensive 

worldwide survey of well-being using the same instrument in existence (New Economics 

Foundation, 2012).  The large correlation between the mean OQ-Total Score of a normal 

population and national experienced well-being among countries, has demonstrated that the 

OQ®-45 is a valid indicator of the well-being of a population.  

5.2.4  The factor structure 

 In our study, as well as others, the correlations among the measured, as well as latent 

factors, were relatively large. Additionally, although the convergent validity coefficients in 

the present study were satisfactory, the divergent validity coefficients were almost as large or 

larger.  Clearly, in this and other studies, the evidence for three independent factors is not 

convincing.  However, because the OQ®-45 is intended to be used in clinical settings, the 

question is whether the evidence for a three factor solution is good enough to be used 
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clinically across countries or whether alternative structures should be adopted in the various 

contexts.  A recent paper investigating the psychometric properties of the Swedish version of 

the OQ®-45 (Strid, Lundh, Andersson, & Öjehagen, 2014), concluded that the results for the 

different subscales were weaker, which is in accordance with our results and other studies. 

The less than desirable properties of the three subscales in our study mirrors findings in other 

countries, and is not problematic in the current research and clinical applications because in 

current studies, in the extant research, and in clinical practice, it is the OQ-Total Score that is 

used rather than the scores of the subscales.   

 In all, the results of the investigation of the psychometric properties suggest that the 

Norwegian version of the OQ®-45 demonstrated adequate, and sound psychometric 

properties, is reliable and valid, and adequate for research and measuring patient progress in 

usual care in Norway, particularly with regard to the OQ-45 Total Score.   

5.3 The main issues from Paper 2. The effect of using the OQ®-Analyst in 

Norwegian psychiatric clinics.  

 The hypothesis that feedback would improve outcomes in psychotherapy was 

corroborated in a randomized clinical trial that was conducted in a naturalistic setting in 

Norway.    

5.3.1  Difference between sites 

 It would be expected that the outcome of psychotherapy would differ in the various 

clinics, given the differences in severity, diagnoses, treatment models, and setting.  The main 

effect from the site variable upon the change in OQ-45 Total Score was statistically 

significant, indicating that the patients in some clinics exhibited more change than others, 

which is understandable given that some clinics were outpatient, some inpatient, and one was 

a specialty outpatient clinic treating alcohol abuse.  However, the interaction of clinic and 

feedback was not significant, and importantly was negligible, indicating that the effect of 
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feedback was not significantly different among the various clinics. Not surprising as well, 

there was a main effect for not-on-track cases, with not-on-track cases showing poorer 

outcomes than on-track cases. But the effect of feedback was equal for both groups (i.e., no 

interaction between on-track versus not-on track and feedback).  

5.3.2  Does feedback influence the number of sessions?  

 We investigated whether the use of OQ®-Analyst had an impact upon the number of 

sessions.  The hypothesis was that feedback would reduce the mean session number. In the 

present study this effect did not occur. The mean number of sessions in the FB group was 9.7, 

and 10.3 in the NFB group. The fact that feedback had no impact the mean session number 

could be interpreted in different ways. It could be that the OQ®-Analyst feedback helps the 

therapists to optimize the treatment length, (session number), i.e. not to prolong the therapy 

when recovery is achieved, and to keep the patient in therapy and reduce the drop-out rate 

when recovery is not achieved (Shimokawa et al., 2010), and that these two mechanisms 

balance each other. 

5.3.3  On-track versus not-on track cases. 

 The effect of feedback was not significant different for on-track (not receiving any 

warning signals) and not-on-track (receiving one or more warning signals) patients. This is 

divergent from what is found in the majority of other OQ-45 studies which have found only 

effect for the not-on-track cases (Crits-Christoph et al., 2012; Harmon et al., 2007; de Jong et 

al., 2012; Lambert et al., 2001; Lambert et al., 2002; Probst et al., 2013; Simon et al., 2012; 

Slade et al., 2008; Whipple et al., 2003). 

 This result inspired us to investigate the effect of the warning signals more thorough, 

and also look into at which point in therapy the effect of feedback appears significant, which 

turned out as the focus of paper 3.  
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5.4  The main issues from Paper 3.  How and When Feedback works: Is it the 

Signal? 

5.4.1 The high proportion of not-on-track cases 

 In the present study the proportions of not-on-track cases were high in both conditions, 

higher than in most of the comparable studies.  It seems to exist a tendency that studies in 

which patients had higher levels of distress (Hawkins 2004, Simon 2013, and Amble 2014), 

also had a higher proportion of not-on-track cases (Table 4). 

 

Table 4.  The proportions of NOT cases, Initial OQ-Total Scores and Number of sessions 

 

 

Study 

FB 

NOT% 

NFB 

NOT% 

Chi 

square 

p Mean 

Sesssion 

Number 

 

 

Initial OQ-

Total 

Score 

Full 

Sample 

Initial OQ-

Total 

Score 

On-track 

Initial 

OQ-Total 

Score 

Not-on-

track 

Lambert et 

al., 2001 

11 10 0,16 0,69  69 68 78 

Lambert et 

al., 2002 

22 25 0,92 0,34  Ca 71 68 81 

Whipple et 

al., 2003 

30 27 0,35 0,55  71 68 81 

Hawkins et 

al., 2004 

58 50 0,26 0,61 8.2 85 83 89 

De Jong et 

al., 2012 

17* 16* 0,02 0,90 16 76.7   

Crits-

Christoph 

et al., 2012 

39 38 0,02 0,88 6.5/9 69  77? 

Simon et 

al., 2012 

59** 53** 0,38 0,54 5/9 ? ? 88/89 

Simon et 

al., 2013 

55 52 0,05 0,82  93/98   

Probst et 

al., 2013 

18** 16** 0,18 0,67 6   88 

Amble et 

al., 2014 

41 44 0,12 0,73 9.9 92.3 91.7 93 

Total 29 29 0,14 0,71     

*Number of Signal cases calculated based on the information of 16%. 

**Number of FB and NFB cases calculated as 50% in each condition. Only NOT cases. 
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This is difficult to explain, as the trajectories are adjusted for the initial severity, which should 

ensure that approximately the same proportion of patients at each level of initial severity are 

expected to go off track. One interpretation could be that the more distressed patients are 

more complex, and less of them are following the expected trajectory curve. Another possible 

explanation could be that they have more sessions and therefore more “chances” to get a 

warning signal, and become a not-on-track case. A third explanation pertains to the fact that 

the trajectories for the most severe cases are based on the midpoint of a larger interval of 

initial scores and thus applies most accurately to patients at the midpoint of that interval; 

patients whose initial severity is above the midpoint will have a great probability of going off 

track than those below the midpoint. Thus more severely distressed samples will likely have 

greater likelihood of going off track. It is also interesting to notice that feedback does not 

reduce the number of not-on-track cases, as there is no significant difference in the number of 

not-on-track cases in the FB and the NFB condition in any of the studies (Table 4). 

5.4.2  Effect of the warning signal 

 The evidence from the present RCT suggests that the warning signal itself did not have 

any main effect on the patient progress, as progress after the signal was not significantly 

different in the two conditions (FB versus NFB).  This result is contrary to Propst et al. 

(2013), who examined the effect of the warning signal with piecewise multilevel models in 

the same way as performed in this study, and two other studies that examined the effect of 

feedback for signal cases (Crits-Christoph et al., 2013; Simon et al., 2012).  The analysis of 

the difference of the slopes after the first warning signal shows that there is a trend toward an 

effect favoring the feedback condition and greater statistical power may have detected an 

effect. However, it is important to note that the present study had a number of off-track 

patients 2.5 times as great as was the case for Probst et al. (Table 4), who did detect an effect.  



57 

 

An important difference between the current study and Probst et al. is that the latter used 

Clinical Support Tools (CST), whereas the present study did not.   

 The result was unexpected and surprising, as it is claimed that the purpose of feedback 

research is to maximize outcomes for predicted treatment failures. We would have expected 

that receiving a warning signal alerting the therapist on a possible treatment failure, would 

have increased the feedback effect, but found no proof of that in the present study.  

5.4.3 Initial distress level 

 There are differences between the present study and several of the other studies, in 

terms of initial distress level and the nature of the services (inpatient and outpatient, mental 

health versus college student samples, e.g.).  The conjecture that feedback works most 

effectively with patients who are more distressed was supported by a trend seen in this study. 

Generally, when a warning signal is given, patients are relatively more distressed, which 

might explain why feedback is effective only in the not-on-track cases in studies with a 

generally lower initial level of distress (e.g., Lambert  et al., 2001; Lambert et al., 2002; Crits-

Christoph et al., 2012).  Moreover, studies that have shown an effect overall (i.e., with the 

entire sample and not just the not-on-track cases) have been conducted with relatively more 

distressed patients in both the on-track and not-on-track conditions (viz., the current study, 

Hawkins et al., 2004; Simon et al., 2013).  The role of initial distress is ambiguous, but the 

results in our study suggest that monitoring patient progress is even more important for more 

distressed patients, whether or not they are not-on-track cases.  

5.4.4 Early effect of feedback 

  An important finding in the present study was that the effects of feedback occurred 

early, with significant differences achieved by session three.  This appears to be the first study 

to detect and report effects for feedback so early in treatment.  Interestingly, even with the 

early effects of feedback, the rates of off-track cases were not different in the two conditions, 



58 

 

meaning that feedback did not seem to reduce the number of patients going off track (See 

Table 4). 

5.4.5 Effect of feedback for not-on-track versus on-track cases. 

 Prior research is not clear whether the effects of feedback are restricted to not-on-track 

cases or not, as studies have produced divergent conclusions.  The fundamental issue here is 

whether the warning signal itself makes a difference, which was not found in the present 

study in contrast to several other studies.  It could well be that some therapists are not 

considering the feedback until the first warning signal is given, which might be typical in high 

case load contexts where therapists see a large number of patients and find it difficult to focus 

on the difficulties of a particular patient.  Another aspect might be the fact that therapists are 

not very good at estimating the course of therapy, especially when the patient deteriorates 

(Lambert, 2015; Walfish, McAlister, O’Donnell & Lambert, 2012).   A warning that a given 

patient is not progressing may be a “wake up call” to make the therapists more attentive to 

this special case than they had previously been.  Such a perspective is consistent with reports 

that many therapists do not use the feedback information, and that feedback seems to work 

only, or to a greater extent, for those therapists who believe feedback is useful (de Jong et al, 

2012).  This result is also consistent with the observation that therapist’s expertise does not 

seem to increase as a function of receiving feedback (Crits-Christoph et al., 2010; Tracey 

Wampold, Lichtenberg, & Goodyear, 2014). 

5.4.6.  Therapist survey   

 In the present study, both the patients and therapists were involved with the feedback 

from the first session and the therapists were encouraged to discuss the feedback reports with 

the patients.  Therapists indicated that these discussions, as well as the patient`s progress 

graphs, were the most useful aspects of the feedback system, which is consistent with the 

relatively early effects of feedback detected in the present study.  Interestingly, the PCOMS, 
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which explicitly involves discussing progress with the patient (Duncan, 2012), has 

demonstrated effects across all patients (e.g., Anker et al., 2009; Reese, Norsworthy, & 

Rowlands, 2009; Reese, Toland, Slone, & Norsworthy, 2010), although it is difficult to 

compare the two systems because of fundamental differences in the measures, procedures for 

using the measures, algorithms for determining signals, and in the feedback messages (see 

Lambert et al., 2011).  In any event, it appears that in this implementation of the OQ®-

Analyst, therapists and patients are using the feedback early and regularly in therapy, and 

there is no significant difference in effect of feedback in the FB versus the NFB condition.  

5.4.7  The OQ®-Analyst system 

 The OQ®-Analyst has proved to be a useful and effective tool to improve outcome in 

psychotherapy in many countries. Also in our study, it has been experienced as useful and 

helpful to relate to the progress curve, the risk questions, the clinical cut-off, and the reliable 

change index.  

 The expected recovery curves are calculated from a large sample of 11000 patient 

courses from different psychiatric settings in US. However, much of this sample was collected 

from student health institutions, where the patients were less severely distressed than those 

included in our study.  Both therapists and patients have quite often expressed that the 

feedback messages in the report do not fit in the patient`s actual situation. This could be due 

to translation errors. The messages are translated verbatim to the extent possible. Perhaps one 

would have emphasized a more culture sensitive translation.  Another possible interpretation 

is that the messages are not well enough adjusted to more severely distressed patient courses.  

However, in our study we have asked the therapists about aspects of the system and it may 

well be that the messages are not found to be useful more generally.   

 The expected recovery curves are calculated from the initial score, and are not 

adjusted during therapy.  A stochastic process could be employed where trajectories are 
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recalculated at every session, given the progress to that point.  This would be one possible 

way to create/design a more sophisticated and flexible system. 

5.5  Strengths and Limitations 

 Strengths of this study are the multisite design with ordinary psychiatric patients, the 

sample size, and the low attrition rate.  We did not establish control routines to secure the 

therapists` adherence with the protocol.  This can be regarded as a strength as this is the 

naturalistic setting using the system as it would be in usual care, but also as a limitation as we 

don`t know how compliant the therapists were when it comes to opening and using the 

reports.  De Jong et al. (2012) found that only patients with therapists who opened and used 

the reports benefited from feedback.  On the other hand, the site where the project leader and 

the main project coordinator were employed and daily involved with the therapists, did not 

produce greater feedback effects relative to sites with more limited resources and less leader 

involvement.  The variety of clinics increases the generalizability of the results.  We know 

quite well how the feedback is used at one of the sites where all the therapists attended a 

monthly OQ-meeting, but less how it was used on the other sites where the attendance to 

these meetings was low or almost zero.  Of course, the lack of differences in the effects of 

feedback across clinics supports generalizability.  

 There are also limitations to the present study.  First, as is the case in all feedback 

trials, blinding is not possible.  In the present study that utilized a crossed design (i.e., 

therapists had patients in both conditions), the therapist was well aware of whether a 

particular patient was in the feedback condition or not.  As well, patients were informed of 

their assignment and were involved in reviewing reports, when their therapists followed the 

feedback protocol.  Consequently, the effects of feedback may have been due to a Hawthorne 

effect (Jones, 1992) of being in the experimental condition.   
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 Second, the heterogeneity of the clinics involved, and the relatively high distress of the 

patients, could limit the generalizability of the results to Norwegian conditions.  It is difficult 

to situate the results of the present study in the array of previous results given the dimensions 

on which studies differ.  Despite the desire to understand how feedback changes therapist 

behavior with patients, we were limited to the questionnaire given to the therapists who 

reported their opinion about what was useful, a limitation further exacerbated by the relatively 

low response rate and a probable bias toward therapists who had a positive attitude toward 

using feedback in their practice.  Given these limitations and inconsistent results of previous 

studies, definitive conclusions should be avoided.  

 Part of the take home message may be that these therapists in these settings with these 

patients may respond as well or better to general feedback about client progress as they do to 

explicit signals. Setting up feedback systems is partly about getting therapists to attend to 

what they are doing in a different way.  We also are interested in knowing the degree to which 

the therapists shared and discussed information about patient progress and whether these 

discussions were responsible for the feedback effects.   

 

6.0 Conclusions 

1. The Norwegian version of OQ®-45 shows sound and adequate psychometric 

properties. 

2. The correlation between the non-clinical means of the OQ®-45 for individual 

countries and the national experienced well-being was remarkably large, which could suggest 

that the OQ®-45 is a valid indicator of psychological distress and well-being of a population. 

3. The effect size for the difference in outcome between FB and NFB of 0.32 is 

moderate, in the same range as most patient feedback outcome studies. 

4. The feedback effect is similar across sites and selection of patients. 
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5.  In our study, contrary to many other international studies, the use of OQ®-Analyst 

did not only show effect only for the not-on-track patients, but gave better outcome both for 

the on-track and the not-on-track patients. 

6. For the entire sample, the effect from feedback appeared early (session three). 

7. Receiving a warning signal did not change of patients’ progress after the signal was 

given when comparing the slopes in the FB and NFB conditions. 

8. Feedback seemed to be more effective with more severely distressed patients, although 

this result did not reach significance.  

9. Therapists experience the use of OQ-Analyst to be useful. They indicated that the 

graphs of patient progress, and the accompanying discussion with the patient, were the most 

important aspects of feedback.  

10. The OQ®-Analyst has proved to be a useful and effective tool to improve outcome 

and monitor change in psychotherapy, and could be recommended to be implemented in 

psychiatric clinical settings in Norway. 

 

7.0  Implications 

  The effect size of feedback in the present study was moderate, but is considered good 

enough to recommend use of OQ®-Analyst in Norwegian psychiatric settings. The moderate 

benefits of feedback have to be considered against the costs of implementation, including 

financial costs of the system, the costs of training, including opportunity costs, the time 

burden, the effects on the therapists within the system, and the need for a “local champion” to 

be responsible for the daily running of the system (Boswell, Kraus, Miller, & Lambert, 2013). 

 In November 2013, after this RCT-study had been terminated, we implemented the 

OQ®- Analyst as a routine tool at one of the participating outpatient clinics. The litmus test 

will be how the outcome will be for the patients using it from that point forward. Will the 



63 

 

effect of feedback be at the same level as for those patients who had used the OQ®- Analyst 

in the RCT, or will it be smaller or larger? 

 Future research needs to reflect curiosity about what happens in therapy as a result of 

feedback.  In treatment trials, it is not uncommon for sessions to be video recorded and 

analyzed.  If the same were done in feedback trials, a record of what therapists are doing with 

the feedback in general and specifically when a warning signal occurs, would provide insight 

into the process as well as the benefit of feedback.  It would also be important to know how 

the patients experience getting and using the feedback in collaboration with their therapists, 

and which components they find most useful and helpful in their work to achieve a positive 

outcome in psychotherapy.  Based on our findings, it would also be interesting to conduct a 

trial comparing only receiving the trajectory curve and the progress graph, with receiving the 

entire OQ®-Analyst feedback report with the warning signals and corresponding messages 

and Clinical Support Tools. In our study, the therapists appreciated the discussion with the 

patient, An interesting design could be to compare a condition in which OQ®-Analyst 

feedback is integrated into the treatment process (as in the present study) with a condition in 

which the feedback is given to therapist and patient but no systematic attempt is made for this 

information to be part of the treatment.  
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APPENDIX 

The Norwegian version of the Outcome Questionnaire-45. 
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The Therapist Survey Questionnaire, Norwegian 

Evaluering av tilbakemeldingssystemet OQ-45 

Spørsmål rundt bruk av OQ-45  
 

SETT KRYSS I RUTE FRA I svært liten grad - I svært stor grad.   
 

I hvor stor grad - 

1. har du som terapeut åpnet OQ-45 tilbakemeldingene?...................  

2. har du opplevd bruk av OQ-45 som klinisk nyttig i ditt arbeid?....... 

 

3. har de ulike elementene i OQ-45 vært nyttige?........................... 

a) Pasientens endringskurve………………………………………………………. 

b) Sammenligningen med forventet bedringskurve……………………. 

c) Signalflagget……………………………………………………………………..……. 

d) Feedbackmeldingen nederst på rapporten…………………………..… 

e) Status for kritiske punkter (de 5 risikospørsmålene)………………. 

f) Diskusjonen med pasienten rundt rapporten…………………….……
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